Introduction: Hiatal hernia is an extremely rare complication after total gastrectomy. Case presentation: An 80-year-old man presented with acute abdominal pain, vomiting, and orthopnoea. He had a history of total gastrectomy with a Roux-en-Y reconstruction five years before. An abdominal computed tomography scan revealed a right hemithorax herniation with small bowel occlusion. Exploratory laparotomy showed volvulus of the small intestine in the hiatal hernia. Conclusions: Hiatal hernia is a rare complication after gastrectomy but early detection and treatment are important to avoid dismal outcomes.
Introduction
Hiatal hernia as a complication of a total gastrectomy is extremely rare and only 4 cases are cited in published reports [1, 2, 3, 4] . We present a case of a patient who developed ileus 5 years after total gastrectomy caused by volvulus of the herniated small intestine in a hiatal hernia.
Presentation of case
An 80-year-old, 26,4 BMI male presented with severe epigastralgia, vomiting, and orthopnoea to our Emergency Department. The patient was 5 years before affected by a poorly differentiated (G3), Stadium IIb pT3, pN1, M0 (TNM staging, AJCC 7th edition, 2010) diffuse-type gastric adenocarcinoma and he was treated with neoadjuvant chemotherapy with Cisplatin and 5-FU and D2 gastrectomy in another hospital. 3 years after the gastrectomy underwent an emergency exploratory laparotomy by ileus in our hospital. Small bowel adhesions and twisting of the Roux en Y afferent loop was encountered during the operation. The patient had adhesiolysis received and the afferent loop proximal to the twisting was transected and a new end-to-side jejunojejunostomy was performed. with gastrografin of the upper gastrointestinal tract showed clustering of small bowel loops and distended small bowel loops in a prominent diaphragmatic hernia.
Elective laparotomy was performed via an extended upper midline incision. Once adhesions from the previous surgery were taken down and the free peritoneal cavity was entered a large hiatal defect along the right hiatal opening with intestinal volvulus was detected. The small bowel war reduced into the abdominal cavity and a posterior crural repair using interrupted 0 Prolene suture with biologic mesh reinforcement was performed. The postoperative course was uneventful and the patient was discharged from the hospital.
Discussion
Hiatal hernia occurs often after esophagectomy with incidence between 5-10% according to recent studies [5, 6] . Lower BMI, transhiatal esophagectomy and minimally invasive esophagectomy were associated with higher incidence of postoperative hiatal hernia and the majority of cases (91%) were located in the left chest [5, 7] .
A postoperative hiatal hernia after total gastrectomy is a very rare complication and there are only 4 cases published in the literature. In the previous cases, all the hernias occurred as an early postoperative complication, unlike our patient who became symptomatic 5 years after the gastrectomy [1, 2, 3, 4] . The enlargement of the hiatus during thanshiatal esophagectomy and the over-extension of the hiatus in MIE make the patients prone to hiatal hernia, which may also occur in gastrectomy.
Increased mobility of the intraabdominal structures could explain the higher incidence of hiatal hernia in lower BMI patients, however, our patient's BMI was 26,4.
The diagnosis of small intestine volvulus in a hiatal hernia after gastrectomy is challenging because the symptoms are generally nonspecific. Abdominal pain with tenderness and vomiting indicates bowel obstruction. As the condition worsens, patients may develop mediastinitis which worsens the prognosis. Early diagnosis with CT and intervention is important to decrease the mortality rate, especially when the condition develops acutely. Emergent laparotomy is strongly indicated. Some authors suggest the hiatal repair without mesh because it is not always necessary and it may potentially erode into the esophagus. We used in our case biological mesh to enhance the strength of the hernia repair because the tension was too great for primary repair of the hiatus.
In conclusion, hiatal hernia is a rare complication after gastrectomy. Although rare, it is important for surgeons to recognize this complication and to provide the appropriate treatment. The diagnosis is fairly obvious from a chest radiograph and is clearly seen with computed tomography. We recommend that these hernias be repaired unless the patient's comorbidities and performance status preclude surgical intervention.
